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Abstract

Chronic illnesses like type 2 diabetes are costly and difficult to treat. Patient-centered medical homes (PCMH) have the
potential to improve patient satisfaction in this population. However, which domains have the most impact on patient
satisfaction has not been established. The aim of this study was to assess the relative strength of association between
seven PCMH domains and two measures of satisfaction. Cross-sectional data were used in this observational study
collected from a random sample of adults aged 18-89 with type 2 diabetes (n=1301) seen at 4 PCMHs. The Ambulatory
Care Experiences Survey instrument was used to assess all measures. Dependent variables included 2 measures of patient
satisfaction: overall care and personal doctor. Independent variables included patient perceptions of implementation
level of 7 PCMH domains categorized into two dimensions: administrative features of care and physician-patient
interactions. Administrative features of care include organizational access, integration of care and office staff helpfulness.
Physician-patient interactions include communication, comprehensive knowledge and interpersonal treatment. Analysis
was conducted using linear regression. The results reveal all physician-patient interaction PCMH domains were
significantly associated with both measures of satisfaction. The relationships for administrative features of care were
dependent upon the satisfaction outcome being analyzed. Communication and comprehensive knowledge had the
strongest association of all domains. The authors conclude variations in importance of PCMH domains on satisfaction
exist. Physician-patient interaction domains are the strongest contributors to patient satisfaction and overall experience.
Understanding which PCMH domains have the largest impact can inform physician practice’s efforts to improve
outcomes of care.
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Introduction
The United States has long been criticized for its
fragmented approach to delivering care to patients with
chronic illnesses1. In response, there are calls for more
effective care management strategies to improve outcomes
for those with chronic illness, including diabetes.2-4 One
promising approach is the patient-centered medical home
(PCMH). Although definitions of a PCMH vary, there is
general agreement on the main principles that include the
following: access to comprehensive services, continuity of

care, coordination and integration, quality and safety, and
whole-person orientation. The goals of this approach are
improved access, reduced costs and improved health
outcomes.5-8 Chronic conditions such as diabetes are
difficult to treat, require well-coordinated care over the
long-term and therefore are well suited to the methods of
a PCMH.9 PCMHs have had positive effects on quality,
clinical outcomes and costs for those with diabetes9,10 but
knowledge regarding the impact of the PCMH approach
on patient satisfaction among individuals living with type 2
diabetes is relatively limited.
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Patient preferences, experiences, and satisfaction with care
are recognized as key aspects of health care quality.
Indeed, the term patient-centered implies that patient
preferences must be taken into account in health care’s
design and delivery. Examples of the recent emphasis
placed on patient preferences in health care delivery
include linking provider reimbursement to measures of
patient satisfaction and the inclusion of patient satisfaction
metrics on quality report cards. Patient experiences with
care have also been found to be associated with other
outcomes. For example, a systematic review that
summarized results from 55 studies showed positive
associations between patient experience, patient safety and
clinical effectiveness, including adherence to medication
and health promoting behaviors, such as the use of
screening services and immunizations.11
There is some emerging evidence of the effectiveness of
PCMHs on patient satisfaction and experiences with
care.7,12-15 A meta-analysis concluded that moderatestrength evidence exists suggesting a small positive
relationship between PCMH defined interventions and
patient satisfaction or patient experiences related to care
coordination.12 However, this recent research on PCMHs
focuses on ‘whole-system redesign’ and not on the
contributions of individual PCMH domains.16
Transforming a practice into a medical home requires a
significant investment of time as well as financial and
human resources.17,18 An understanding of the
contributions of the individual domains to patient
satisfaction will enable practices to focus on those aspects
that will most likely improve outcomes of care. In this
paper among people with type 2 diabetes, we examined the
association of patient perceptions of seven PCMH
domains with two measures of satisfaction: overall care
and personal doctor. Further, we sought to identify
whether the strength of association varied by domain and
satisfaction measure.
We based our hypotheses on the Ambulatory Care
Experiences Survey (ACES) framework that categorizes
PCMH domains into one of two dimensions:
administrative features of care and physician-patient
interactions.19 Administrative features of care assess the
administrative context in which patients receive care.
PCMH domains belonging to this dimension from our
study include organizational access, integration of care and
office staff helpfulness. Given the administrative context
of these domains, we hypothesized that administrative
features of care will be more strongly associated with
satisfaction with overall care compared to direct physicianpatient interaction domains. The second ACES
dimension is physician-patient interactions. Physicianpatient interactions consist of four PCMH domains:
communication, interpersonal treatment, trust and
comprehensive knowledge. We viewed these domains as
characterizations of the patient’s relationship with their
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physician and as such should be strongly associated with
satisfaction with a personal doctor. Accordingly we
hypothesized that scores for PCMH domains associated
with physician-patient interaction will be more strongly
associated with patient satisfaction with their personal
doctor relative to domains from administrative features of
care.

Methods
Design

In this observational study we used cross-sectional data
obtained from a telephone survey of patients receiving
care from four primary care family practices operated by
the University of Florida, College of Medicine to serve as
study sites. This study was approved by the University of
Florida Institutional Review Board. Practices began
implementing medical home components five years prior
to the initiation of the study. Implementation was guided
by National Committee for Quality Assurance (NCQA)
Physician Practice Connections-Patient Centered Medical
Home (PPC-PCMH) Recognition Program.20 This
program confers three nationally recognized levels of
accreditation to physician practices. The level of
accreditation signifies the number of the nine elements of
care (e.g. access and communication, care management)
identified as standards for being a PCMH that a practice
has incorporated into their operations. In this study all
practices have received Level 3 PCMH accreditation,
which is the highest level possible. Level 3 indicates the
practice has incorporated all nine elements of care.20 All
four practices use electronic medical records, supportive
clinical services (e.g. dieticians and diabetes educators), a
disease management program and a referral tracking
process. Furthermore, all practices frequently refer patients
to community support programs.21
Patients were eligible to participate in this study if they
were 18 years and older, diagnosed with type 2 diabetes
based on the International Classification of Disease – 9
codes (250-250.9), 22 and had at least two office visits
within the past two years at one of the participating clinics.
Patients had previously chosen a clinic where they received
care and therefore were not assigned to a practice for the
purpose of this study. Across all four clinics, 5,300 patients
were identified as meeting these eligibility requirements.
Eligible patients were mailed a letter informing them of
the survey and providing them with an opportunity to optout of participating. Two hundred and seventy people
choose to opt-out of the study. The Survey Research
Laboratory at the University of Florida then randomly
selected individuals within each clinic who did not opt-out
until we obtained a sample of 1,301 individuals. The
cooperation rate for each clinic (the number of complete
interviews divided by the number of telephone numbers
contacted) ranged from 65 to 73 percent.
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Measures

Dependent variables included two measures of patient
satisfaction; satisfaction with overall care and satisfaction
with primary care provider. Each measure was assessed
using questions from the ACES survey (Table 1).23 These
questions have been incorporated from the Consumer
Assessment of Healthcare Providers and Systems survey
(CAHPS). Both the ACES and CAHPS survey instruments

have been previously validated for assessing patient
satisfaction in primary health care settings.23,24
Respondents were asked to rate their overall all care and
personal doctor on a scale from 0 to 10, with 0 being the
worst rating and 10 being the best. To meet linearity
assumptions in regression models we used the natural log
of these scores to perform the analysis.

Table 1: Survey questions from the Ambulatory Care Experiences Survey used for dependent and primary
independent variables19
Satisfaction

Dependent Variables

Overall Care

Using any number from 0 to 10, where 0 is the worst care possible and 10 is
the best care possible, what number would you use to rate your overall care?

Personal Doctor

Using any number from 0 to 10, where 0 is the worst possible personal doctor
and 10 is the best possible personal doctor , what number would you use to
rate your personal doctor?

Patient-Centered Medical Home
Domain

Independent Variables
When you needed care for an illness or injury how often did your personal
doctor’s office provide care as soon as you needed it?*

Organizational Access

When you scheduled an appointment for a check-up or routine care how often
did you get the appointment as soon as you needed it?*
When you called your personal doctor’s office with a medical question during
regular office hours how often did you get an answer the same day?*
When you called your personal doctor’s office after regular office hours, how
often did you get the help or advice you needed*

Integration of Care

When your personal doctor sent you for a blood test, x-ray, or other tests, did
someone from your doctor’s office follow-up to give you the test results?**
How often did your personal doctor seem informed and up to date about the
care you received from your specialist doctor*
How would you rate your doctor’s knowledge of your medical history?***

Comprehensive knowledge

Office Staff

Communication

Interpersonal Treatment
Trust

In the last 12 months, how often did your doctor seem to know all the
important information about your medical history?*
In the last 12 months, how often were the office staff at your personal doctor's
office HELPFUL as you thought they should be?*
How often did your personal doctor listen carefully to you?*
How often did your personal doctor give you clear instructions about what to
do to take care of the health problems and symptoms that were bothering
you?*
How often did your personal doctor explain things in a way that was easy to
understand?*
How often did your personal doctor spend enough time with you?*
How often did you feel you could tell your personal doctor anything, even
things you might not tell anyone else?*

* 1 Never, 2 Almost Never, 3 Sometimes, 4 Usually, 5 Most Always, 6 Always
** 1 Yes Always, 2 Yes Sometimes, 3 No Never, 4 Not Applicable
*** 1 Very Poor, 2 Poor, 3 Fair, 4 Good, 5 Very Good, 6 Excellent
Patient Experience Journal, Volume 2, Issue 2 - Fall 2015
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Primary independent variables included patient
perceptions of seven PCMH domains. Three are
considered to be administrative features of care PCMH
domains: organizational access, integration of care and
office staff helpfulness. Four are considered to be
physician-patient relationship PCMH domains:
communication, trust, interpersonal treatment and
comprehensive knowledge of the patient. All perceptions
were assessed as a patient’s score of how well the domain
was implemented in the practice using questions from the
ACES survey (Table 1).19 The ACES survey has been used
in previous literature to measure patient scores of PCMH
domains.17 Organizational access, communication,
integration of care, and comprehensive knowledge are
composite measures. Composite measures are single
scores that are calculated by combining results from
several related questions. Composite measures were
calculated as the mean of the non-missing responses from
each member question. If a participant did not provide a
response to at least one question comprising the
composite, the observation was scored as missing.
Interpersonal treatment and trust are single item measures.
All questions except integration of care are measured on a
scale ranging from 1 to 6, with 1 indicating the lowest level
of perceived implementation and 6 the highest level.
Integration of care was measured using a scale ranging
from 1 to 4 (Table 1). To prevent downward bias of scores
stemming from integration of care, we converted the
question into a six item ordinal scale by recoding
responses to match the order and range of the other
independent variables. For analysis, scores were
dichotomized based on a threshold of a mean score of 4.5.
Measures with a score (mean score for composites) greater
than or equal to this threshold were coded as 1 indicating a
high assessment of perceived implementation otherwise a
value of 0 was given to indicate a low level. This cut point
was established using distributional and sensitivity
analyses.
Covariates with confounding potential were identified
based on the Anderson Behavior Model (BM).25 While the
original BM analyzed predictors of health service
utilization, the third version added consumer satisfaction
as an outcome.26 Given this is the dependent variable in
this study it is appropriate to use the BM to identify
potential confounders. Confounders were chosen from
the three BM categories of predictors. The first category is
predisposing characteristics, which include factors
affecting the probability of needing services. Predisposing
variables included in this study are age, race (White NonHispanic, Black Non-Hispanic, other), gender, and
education level (some college or more, high school, less
than high school). The second category is enabling
characteristics which are factors affecting the ability to
seek health care. Enabling factors included in this study
are type of insurance (Medicaid/uninsured, Medicare,
private, unknown), marital status (married, single,
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divorced, widowed, unknown) and clinic (A, B, C, D). The
third category is need characteristics, which are perceived,
or evaluated “biological imperatives” that motivate a
person to seek care. This study measured evaluated need
through patient reported health status (excellent, good,
fair, poor).

Analysis

Data preparation was performed using Statistical Analysis
Software (SAS), Version 9.3.27 Data analysis was
performed using STATA SE, Version 13.1.28 We used
frequency and means procedures to describe the
characteristics of the participants. To analyze the effect of
the seven PCMH domains on the two measures of patient
satisfaction, we ran two multivariate linear regression
models. The first model (Model 1) estimated the impact of
the PCMH domains on patient satisfaction with overall
care. The second model (Model 2) estimated the impact of
PCMH domains on satisfaction with a personal doctor.
Both models controlled for the covariates identified as
potential confounders. Since the patient satisfaction
measures were transformed into natural logs for analysis,
raw beta coefficients were converted to represent the
average percent difference in the level of satisfaction
between individuals that gave a high score for the PCMH
domain and those that scored it low. This conversion was
completed by subtracting one from the exponentiated raw
beta coefficient.

Results
Sample Characteristics

Study sample characteristics are presented in Table 2. The
average age was 60.9 ± 11.61 with a range of 19 to 89
years. The majority of participants consider themselves to
be a minority, with only 37.43% identifying as White NonHispanic. A majority of participants reported having a high
school education or higher (73.17%) and having a good or
excellent health status (54.42%). A plurality of participants
reported being married (40.20%) and being insured
through Medicaid/uninsured (42.89%). Finally, clinic (D)
represented a disproportionately low portion (13.30%) of
the sample compared to the three urban clinics (A, B and
C).

Model 1 – PCMH Domains and Satisfaction with
Overall Care

Results for Model 1 are reported in Table 3. All seven
PCMH domains had statistically significant associations
with satisfaction with overall care (p <.05) with the
exception of organizational access. Of the three PCMH
domains considered to represent administrative features of
care, office staff had the strongest association. Specifically,
individuals that provided a high score for office staff
helpfulness were on average 17.31% more satisfied with
overall care compared to those that provided a low score
for this domain (p<.001). All four physician-patient
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Table 2: Sample Characteristics (n=1301 )
Frequency
Age years: Mean (SD)
Gender (Male)

%

60.9 (11.61)
462

35.51

Some College or More

464

35.66

High school

488

37.51

Less than high school

332

25.52

Excellent

247

18.99

Good

461

35.43

Fair

450

34.59

Poor

138

10.61

White Non-Hispanic

487

37.43

Black Non-Hispanic

639

49.12

Other

175

13.45

Married

523

40.2

Single

304

23.37

Divorced

228

17.52

Widowed

223

17.14

Unknown

19

1.46

Private

336

25.83

Medicaid/Uninsured

558

42.89

Medicare

352

27.06

Unknown

55

4.23

Clinic A

362

27.82

Clinic B

361

27.75

Clinic C

405

31.13

Clinic D

173

13.3

Education (17 Missing)

Health Status

Race

Marital Status

Insurance Type

Clinic

interaction PCMH domains were statistically significant
(p<.05). With-in this group of PCMH domains
communication had the strongest association with
satisfaction with overall care (p<.001). Specifically
individuals that perceived a high level of communication
with their doctor on average were 33.28% more satisfied
with their overall care compared to patients indicating low
levels of communication. Also, the estimate for

Patient Experience Journal, Volume 2, Issue 2 - Fall 2015

communication was statistically larger than the estimations
for organizational access, integration of care, interpersonal
treatment and trust. This is given by the fact that the
estimates for the upper bound of the 95% confidence
interval for these PCMH domains are smaller than the
estimates for the lower bound of the 95% confidence
interval for communication (CI, 22.60%-44.87%).
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Table 3: Relationship between PCMH Domains and Satisfaction with Overall Care
Adjusted (n=1292)
Administrative Features of Care PCMH Domains
Organizational Access
Office Staff
Integration of Care
Physician-Patient Interaction PCMH Domains
Communication
Interpersonal Treatment
Trust
Comprehensive Knowledge
Covariates
Age
Male (Ref: Female)
Education (Ref: Some college or more)
High school
Less than high school
Health Status (Ref: Excellent)
Good
Fair
Poor
Race (Ref: White Non-Hispanic)
Black Non-Hispanic
Other
Marital Status (Ref: Married)
Single
Divorced
Widowed
Unknown
Insurance Type (Ref: Private)
Medicare
Medicaid/Uninsured
Unknown
Clinic (Ref: Clinic A)
Clinic B
Clinic C
Clinic D

Model 2 - PCMH Domains and Satisfaction with
Personal Doctor

Results for Model 2 are reported in Table 4. Five out of
the seven PCMH domains had statistically significant
associations with satisfaction with a personal doctor
(p<.05). PCMH domains that did not have significant

137

%
Change^

β

p-value

[95% CI] %

0.036
0.160
0.077

3.62
17.31
8.03

0.190
0.000
0.006

-1.75,9.28
10.64,24.38
2.26,14.11

0.287
0.072
0.080
0.185

33.28
7.51
8.31
20.36

0.000
0.041
0.009
0.000

22.60,44.87
0.31,15.22
2.03,14.97
11.53,29.89

-0.001
-0.012

-0.10
-1.21

0.315
0.567

-0.30,0.09
-5.22,2.98

0.000
-0.006

0.05
-0.64

0.983
0.808

-4.35,4.65
-5.63,4.62

0.032
0.010
0.023

3.22
0.99
2.35

0.260
0.734
0.557

-2.31,9.06
-4.58,6.89
-5.28,10.58

0.036
0.019

3.67
1.89

0.133
0.563

-1.09,8.66
-4.37,8.57

0.023
-0.007
-0.016
0.038

2.34
-0.66
-1.61
3.85

0.406
0.820
0.593
0.685

-3.10,8.09
-6.17,5.17
-7.28,4.41
-13.50,24.68

0.037
-0.023
-0.048

3.72
-2.25
-4.72

0.171
0.443
0.376

-1.56,9.28
-7.78,3.60
-14.40,6.05

0.039
-0.012
0.023

3.94
-1.16
2.31

0.176
0.672
0.498

-1.71,9.91
-6.37,4.33
-4.24,9.32

results included integration with care and organizational
access. All four physician-patient interaction PCMH
domains were associated with satisfaction with a personal
doctor at statistical significance (p<.05). Communication
had the strongest association among this group of PCMH
domains. Specifically, individuals providing a high score
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Table 4: Relationship between PCMH Domains and Satisfaction with Personal Doctor
Adjusted (n=1292)
Physician-Patient Interaction PCMH Domains
Communication
Interpersonal Treatment
Trust
Comprehensive Knowledge
Administrative Features of Care PCMH Domains
Office Staff
Integration of Care
Organizational Access
Covariates
Age
Male (Ref: Female)
Education (Ref: Some college or morel)
High school
Less than high school
Health Status (Ref: Excellent)
Good
Fair
Poor
Race (Ref: White Non-Hispanic)
Black Non-Hispanic
Other
Marital Status (Ref: Married)
Single
Divorced
Widowed
Unknown
Insurance Type (Ref: Private)
Medicareŧ
Medicaid/Uninsured
Unknown
Clinic (Ref: Clinic A)
Clinic B
Clinic C
Clinic D
for communication on average were 39.59% more satisfied
with their personal doctor compared to those providing a
low score (p<.001). Also this estimate was statistically
larger than estimations for interpersonal treatment, trust,
office staff, integration of care and organizational access
given by the fact these latter domain’s upper limit 95%
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Β

%
Change^

0.334
0.111
0.133
0.209

39.59
11.68
14.20
23.22

0.000
0.003
0.000
0.000

27.93,52.31
3.88,20.07
7.29,21.54
13.79,33.43

0.142

15.28

0.000

8.43,22.54

0.053
0.001

5.42
0.09

0.071
0.974

-0.44,11.63
-5.32,5.81

0.001
-0.032

0.06
-3.15

0.561
0.148

-0.14,0.27
-7.26,1.14

-0.012
-0.007

-1.14
-0.66

0.631
0.810

-5.68,3.61
-5.87,4.84

-0.008
-0.012
-0.045

-0.83
-1.17
-4.36

0.776
0.697
0.280

-6.37,5.04
-6.86,4.87
-11.79,3.69

0.014
0.002

1.39
0.15

0.582
0.964

-3.47,6.50
-6.27,7.02

-0.029
-0.041
-0.082
-0.071

-2.89
-3.99
-7.89
-6.84

0.314
0.181
0.009
0.467

-8.28,2.81
-9.55,1.91
-13.43,-1.99
-23.04,12.77

0.070
0.035
-0.029

7.24
3.53
-2.88

0.012
0.264
0.609

1.53,13.25
-2.58,10.02
-13.16,8.62

0.024
-0.037
-0.007

2.45
-3.60
-0.72

0.417
0.204
0.839

-3.36,8.61
-8.90,2.01
-7.35,6.40

p-value

[95% CI]

confidence interval was smaller than the lower limit 95%
confidence interval for communication (CI, 27.59%52.31%). Of the three PCMH domains categorized as
administrative features of care, only office staff helpfulness
was statistically significant (p <.001). Specifically,
individuals reporting a high score for office staff
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helpfulness were on average 15.28% more satisfied with
their personal doctor compared to those providing a low
score.

Discussion
Understanding whether certain domains are more or less
important contributors to the patient experiences has
important implications for primary practices in the process
of becoming or operating as a PCMH. PCMHs require a
significant investment of financial and human resources to
be successful.17,18 Therefore knowledge of which PCMH
dimensions and their associated domains have the most
impact on outcomes is vital to successful medical home
implementation. Medical homes can use this evidence to
guide investment decisions in order to efficiently maximize
patient satisfaction. Furthermore, given the focus of this
study on type 2 diabetes, our results are especially salient
to practices that expend a significant amount of time and
money treating patients with this and other chronic
conditions.
Our findings suggest a stronger association between
PCMH domains and patient satisfaction than previously
identified. Previous research revealed a small positive
effect size,12 however our results indicate a large effect size
for significant domains. The stronger effect size in this
study is likely due to our analytical design. By analyzing the
relationship at the PCMH domain level we were able to
identify effects that were not uncovered by previous
investigations due to limitations associated with
aggregating the PCMH domains into one score. For
satisfaction with overall care, contrary to our expectations,
physician-patient relationship domains had a stronger
relationship overall compared to administrative features of
care. However, we also found evidence that partially
supported our hypotheses, as physician-patient
relationship domains were more strongly associated with
satisfaction with personal doctor compared to
administrative features of care.
Our models indicate that communication and
comprehensive knowledge were the most important
domains regardless of the satisfaction measure. These
domains could be most important for a number of
reasons. First, both provide a foundation on which a
physician-patient relationship can be built, both as
evidence that the physician knows enough to do the job he
or she has been entrusted to do, and by establishing an
empathetic connection—that the physician understands
something is wrong and needs to be addressed.
Comprehensive knowledge, then, is reassuring to patients.
Comprehensive knowledge may also indicate that patient’s
feel as though their physicians are hearing them—that
their physicians listen to them and their concerns. Given
the importance of communication and comprehensive
knowledge for predicting patient satisfaction, physicians
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would benefit from actions designed to not only enhance
their understanding of patient situations, but also learning
ways to better communicate that understanding.
Physicians who cannot communicate to the patients their
knowledge cannot convince the patient of that knowledge.
There are two main limitations to this study. First we used
an observational cross-sectional design which does not
allow us to infer causality. Second, we were unable to
assess the full confounding effect of socio-economic
status. We did not have access to two indicators of this
construct: income and occupation. Previous literature has
shown that these indices are important determinants of
patient satisfaction especially through mechanisms
pertaining to physician-patient interaction.29 Therefore the
effects of physician-patient interaction domains on patient
satisfaction with personal doctor may be overstated.
However, we were able to mitigate this effect by
controlling for education.
Despite these limitations, this study makes a significant
contribution to research investigating the impact of
PCMH domains in primary health care. Specifically it is
the first study we are aware of that has identified the
relative importance of different dimensions of PCMH
domains on various measures of patient satisfaction for
type 2 diabetes. However, more detailed evidence is
needed. Therefore, future research should build upon our
findings by conducting this type of analysis in populations
beyond patients with diabetes. Moreover, future analyses
can improve our understanding of PCMH’s impact on
patient satisfaction by including assessments of care
delivered by nurse practitioners. Continuing to build
evidence at this level will guide primary care practices as
they transform into effective PCMHs.

Conclusion
Our findings provide clear indications for practices aiming
at improving patient satisfaction with care. As practices
continue to transform, a focus on improving patient
interactions with providers (especially communication and
provider understanding of the patient’s medical condition)
will likely contribute the most to patient satisfaction and
ensuring a patient-centered approach to health care
delivery.30 Communication between a physician and a
patient can be enhanced in a number of ways including
changing clinician behavior.31 While our findings suggest
that efforts aimed at medical home redesign should
emphasize PCHM domains that characterize interpersonal
elements of care, the importance of some of the
administrative features cannot be underestimated. For
example, elements that constitute organizational access
(e.g. getting care and appointments when it is needed) are
important for more timely care and improved
communication. For instance, a doctor cannot
communicate with their patient without some form of
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access facilitated by the organization. Similarly, care
integration will enable improvements in comprehensive
knowledge of the patient’s condition. Future research and
analysis will confirm the extent to which administrative
features of care moderate the impact of physician-patient
interaction domains on patient satisfaction. Furthermore,
it will enable already established PCMHs to improve their
delivery of care to patients struggling with chronic illnesses
such as Type II Diabetes.
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